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(ii) Conclusion. In this Example 1, the plan
has complied with the requirements of this
paragraph (f) by providing an enrollment op-
portunity to C that lasts at least 30 days.

Example 2. (i) Facts. Employer Z maintains
a group health plan with a plan year begin-
ning October 1 and ending September 30.
Prior to October 1, 2010, the group health
plan allows children of employees to be cov-
ered under the plan until age 22. Individual
D, an employee of Z, and Individual E, D’s
child, are enrolled in family coverage under
Z’s group health plan for the plan year be-
ginning on October 1, 2008. On May 1, 2009, E
turns 22 years old and ceases to be eligible as
a dependent under Z’s plan and loses cov-
erage. D drops coverage but remains an em-
ployee of Z.

(ii) Conclusion. In this Erample 2, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll (including
written notice of an opportunity to enroll)
that continues for at least 30 days, with en-
rollment effective not later than October 1,
2010.

Example 3. (i) Facts. Same facts as Example
2, except that D did not drop coverage. In-
stead, D switched to a lower-cost benefit
package option.

(ii) Conclusion. In this Erxample 3, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll in any benefit
package available to similarly situated indi-
viduals who enroll when first eligible.

Example 4. (i) Facts. Same facts as Example
2, except that E elected COBRA continuation
coverage.

(ii) Conclusion. In this Example 4, not later
than October 1, 2010, the plan must provide D
and E an opportunity to enroll other than as
a COBRA qualified beneficiary (and must
provide, by that date, written notice of the
opportunity to enroll) that continues for at
least 30 days, with enrollment effective not
later than October 1, 2010.

Example 5. (i) Facts. Employer X maintains
a group health plan with a calendar year
plan year. Prior to 2011, the plan allows chil-
dren of employees to be covered under the
plan until the child attains age 22. During
the 2009 plan year, an individual with a 22-
year old child joins the plan; the child is de-
nied coverage because the child is 22.

(ii) Conclusion. In this Example 5, notwith-
standing that the child was not previously
covered under the plan, the plan must pro-
vide the child, not later than January 1, 2011,
an opportunity to enroll (including written
notice to the employee of an opportunity to
enroll the child) that continues for at least
30 days, with enrollment effective not later
than January 1, 2011.

(g) Special rule for grandfathered group
health plans—(1) For plan years begin-
ning before January 1, 2014, a group
health plan that qualifies as a grand-
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fathered health plan under section 1251
of the Patient Protection and Afford-
able Care Act and that makes available
dependent coverage of children may ex-
clude an adult child who has not at-
tained age 26 from coverage only if the
adult child is eligible to enroll in an el-
igible employer-sponsored health plan
(as defined in section 5000A(f)(2)) other
than a group health plan of a parent.

(2) For plan years beginning on or
after January 1, 2014, a group health
plan that qualifies as a grandfathered
health plan under section 1251 of the
Patient Protection and Affordable Care
Act must comply with the require-
ments of paragraphs (a) through (f) of
this section.

(h) Applicability date. The provisions
of this section apply for plan years be-
ginning on or after September 23, 2010.
See §54.9815-1251T for determining the
application of this section to grand-
fathered health plans.

(i) Expiration date. This section ex-
pires on or before May 10, 2013.

[T.D. 9482, 75 FR 27134, May 13, 2010, as
amended by T.D. 9489, 75 FR 34562, June 17,
2010]

§54.9815-2715 Summary of benefits
and coverage and uniform glossary.

(a) Summary of benefits and coverage—
(1) In general. A group health plan (and
its administrator as defined in section
3(16)(A) of ERISA), and a health insur-
ance issuer offering group health insur-
ance coverage, is required to provide a
written summary of benefits and cov-
erage (SBC) for each benefit package
without charge to entities and individ-
uals described in this paragraph (a)(l)
in accordance with the rules of this
section.

(i) SBC provided by a group health in-
surance issuer to a group health plan—
(A) Upon application. A health insur-
ance issuer offering group health insur-
ance coverage must provide the SBC to
a group health plan (or its sponsor)
upon application for health coverage,
as soon as practicable following receipt
of the application, but in no event later
than seven business days following re-
ceipt of the application.

(B) By first day of coverage (if there are
changes). If there is any change in the
information required to be in the SBC
that was provided upon application and
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before the first day of coverage, the
issuer must update and provide a cur-
rent SBC to the plan (or its sponsor) no
later than the first day of coverage.

(C) Upon renewal. If the issuer renews
or reissues the policy, certificate, or
contract of insurance (for example, for
a succeeding policy year), the issuer
must provide a new SBC as follows:

(1) If written application is required
(in either paper or electronic form) for
renewal or reissuance, the SBC must be
provided no later than the date the
written application materials are dis-
tributed.

(2) If renewal or reissuance is auto-
matic, the SBC must be provided no
later than 30 days prior to the first day
of the new plan or policy year; how-
ever, with respect to an insured plan, if
the policy, certificate, or contract of
insurance has not been issued or re-
newed before such 30-day period, the
SBC must be provided as soon as prac-
ticable but in no event later than seven
business days after issuance of the new
policy, certificate, or contract of insur-
ance, or the receipt of written con-
firmation of intent to renew, whichever
is earlier.

(D) Upon request. If a group health
plan (or its sponsor) requests an SBC or
summary information about a health
insurance product from a health insur-
ance issuer offering group health insur-
ance coverage, an SBC must be pro-
vided as soon as practicable, but in no
event later than seven business days
following receipt of the request.

(i1) SBC provided by a group health in-
surance issuer and a group health plan to
participants and beneficiaries—(A) In
general. A group health plan (including
its administrator, as defined under sec-
tion 3(16) of ERISA), and a health in-
surance issuer offering group health in-
surance coverage, must provide an SBC
to a participant or beneficiary (as de-
fined under sections 3(7) and 3(8) of
ERISA), and consistent with paragraph
(a)(1)(iii) of this section, with respect
to each benefit package offered by the
plan or issuer for which the participant
or beneficiary is eligible.

(B) Upon application. The SBC must
be provided as part of any written ap-
plication materials that are distributed
by the plan or issuer for enrollment. If
the plan or issuer does not distribute
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written application materials for en-
rollment, the SBC must be distributed
no later than the first date on which
the participant is eligible to enroll in
coverage for the participant or any
beneficiaries.

(C) By first day of coverage (if there are
changes). If there is any change to the
information required to be in the SBC
that was provided upon application and
before the first day of coverage, the
plan or issuer must update and provide
a current SBC to a participant or bene-
ficiary no later than the first day of
coverage.

(D) Special enrollees. The plan or
issuer must provide the SBC to special
enrollees (as described in §54.9801-6) no
later than the date by which a sum-
mary plan description is required to be
provided under the timeframe set forth
in ERISA section 104(b)(1)(A) and its
implementing regulations, which is 90
days from enrollment.

(BE) Upon renewal. If the plan or issuer
requires participants or beneficiaries
to renew in order to maintain coverage
(for example, for a succeeding plan
year), the plan or issuer must provide a
new SBC when the coverage is renewed,
as follows:

(1) If written application is required
for renewal (in either paper or elec-
tronic form), the SBC must be provided
no later than the date on which the
written application materials are dis-
tributed.

(2) If renewal is automatic, the SBC
must be provided no later than 30 days
prior to the first day of the new plan or
policy year; however, with respect to
an insured plan, if the policy, certifi-
cate, or contract of insurance has not
been issued or renewed before such 30-
day period, the SBC must be provided
as soon as practicable but in no event
later than seven business days after
issuance of the new policy, certificate,
or contract of insurance, or the receipt
of written confirmation of intent to
renew, whichever is earlier.

(F) Upon request. A plan or issuer
must provide the SBC to participants
or beneficiaries upon request for an
SBC or summary information about
the health coverage, as soon as prac-
ticable, but in no event later than
seven business days following receipt of
the request.
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(iii) Special rules to prevent unneces-
sary duplication with respect to group
health coverage—(A) An entity required
to provide an SBC under this paragraph
(a)(1) with respect to an individual sat-
isfies that requirement if another
party provides the SBC, but only to the
extent that the SBC is timely and com-
plete in accordance with the other
rules of this section. Therefore, for ex-
ample, in the case of a group health
plan funded through an insurance pol-
icy, the plan satisfies the requirement
to provide an SBC with respect to an
individual if the issuer provides a time-
ly and complete SBC to the individual.

(B) If a single SBC is provided to a
participant and any beneficiaries at
the participant’s last known address,
then the requirement to provide the
SBC to the participant and any bene-
ficiaries is generally satisfied. How-
ever, if a beneficiary’s last known ad-
dress is different than the participant’s
last known address, a separate SBC is
required to be provided to the bene-
ficiary at the beneficiary’s last known
address.

(C) With respect to a group health
plan that offers multiple benefit pack-
ages, the plan or issuer is required to
provide a new SBC automatically upon
renewal only with respect to the ben-
efit package in which a participant or
beneficiary is enrolled; SBCs are not
required to be provided automatically
upon renewal with respect to benefit
packages in which the participant or
beneficiary is not enrolled. However, if
a participant or beneficiary requests an
SBC with respect to another benefit
package (or more than one other ben-
efit package) for which the participant
or beneficiary is eligible, the SBC (or
SBCs, in the case of a request for SBCs
relating to more than one benefit pack-
age) must be provided upon request as
soon as practicable, but in no event
later than seven business days fol-
lowing receipt of the request.

(2) Content—(i) In general. Subject to
paragraph (a)(2)(iii) of this section, the
SBC must include the following:

(A) Uniform definitions of standard
insurance terms and medical terms so
that consumers may compare health
coverage and understand the terms of
(or exceptions to) their coverage, in ac-
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cordance with guidance as specified by
the Secretary;

(B) A description of the coverage, in-
cluding cost sharing, for each category
of benefits identified by the Secretary
in guidance;

(C) The exceptions, reductions, and
limitations of the coverage;

(D) The cost-sharing provisions of the
coverage, including deductible, coin-
surance, and copayment obligations;

(E) The renewability and continu-
ation of coverage provisions;

(F) Coverage examples, in accordance
with paragraph (a)(2)(ii) of this section;

(G) With respect to coverage begin-
ning on or after January 1, 2014, a
statement about whether the plan or
coverage provides minimum essential
coverage as defined under section
5000A(f) and whether the plan’s or cov-
erage’s share of the total allowed costs
of benefits provided under the plan or
coverage meets applicable require-
ments;

(H) A statement that the SBC is only
a summary and that the plan docu-
ment, policy, certificate, or contract of
insurance should be consulted to deter-
mine the governing contractual provi-
sions of the coverage;

(I) Contact information for questions
and obtaining a copy of the plan docu-
ment or the insurance policy, certifi-
cate, or contract of insurance (such as
a telephone number for customer serv-
ice and an Internet address for obtain-
ing a copy of the plan document or the
insurance policy, certificate, or con-
tract of insurance);

(J) For plans and issuers that main-
tain one or more networks of providers,
an Internet address (or similar contact
information) for obtaining a list of net-
work providers;

(K) For plans and issuers that use a
formulary in providing prescription
drug coverage, an Internet address (or
similar contact information) for ob-
taining information on prescription
drug coverage; and

(L) An Internet address for obtaining
the uniform glossary, as described in
paragraph (c) of this section, as well as
a contact phone number to obtain a
paper copy of the uniform glossary, and
a disclosure that paper copies are
available.
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(ii) Coverage examples. The SBC must
include coverage examples specified by
the Secretary in guidance that illus-
trate benefits provided under the plan
or coverage for common benefits sce-
narios (including pregnancy and seri-
ous or chronic medical conditions) in
accordance with this paragraph
(a)(2)(i1).

(A) Number of examples. The Secretary
may identify up to six coverage exam-
ples that may be required in an SBC.

(B) Benefits scenarios. For purposes of
this paragraph (a)(2)(ii), a benefits sce-
nario is a hypothetical situation, con-
sisting of a sample treatment plan for
a specified medical condition during a
specific period of time, based on recog-
nized clinical practice guidelines as de-
fined by the National Guideline Clear-
inghouse, Agency for Healthcare Re-
search and Quality. The Secretary will
specify, in guidance, the assumptions,
including the relevant items and serv-
ices and reimbursement information,
for each claim in the benefits scenario.

(C) Illustration of benefit provided. For
purposes of this paragraph (a)(2)(ii), to
illustrate benefits provided under the
plan or coverage for a particular bene-
fits scenario, a plan or issuer simulates
claims processing in accordance with
guidance issued by the Secretary to
generate an estimate of what an indi-
vidual might expect to pay under the
plan, policy, or benefit package. The il-
lustration of benefits provided will
take into account any cost sharing, ex-
cluded benefits, and other limitations
on coverage, as specified by the Sec-
retary in guidance.

(iii) Coverage provided outside the
United States. In lieu of summarizing
coverage for items and services pro-
vided outside the United States, a plan
or issuer may provide an Internet ad-
dress (or similar contact information)
for obtaining information about bene-
fits and coverage provided outside the
United States. In any case, the plan or
issuer must provide an SBC in accord-
ance with this section that accurately
summarizes benefits and coverage
available under the plan or coverage
within the United States.

(3) Appearance. A group health plan
and a health insurance issuer must pro-
vide an SBC in the form, and in accord-
ance with the instructions for com-
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pleting the SBC, that are specified by
the Secretary in guidance. The SBC
must be presented in a uniform format,
use terminology understandable by the
average plan enrollee, not exceed four
double-sided pages in length, and not
include print smaller than 12-point
font.

(4) Form—(i) An SBC provided by an
issuer offering group health insurance
coverage to a plan (or its sponsor), may
be provided in paper form. Alter-
natively, the SBC may be provided
electronically (such as by email or an
Internet posting) if the following three
conditions are satisfied—

(A) The format is readily accessible
by the plan (or its sponsor);

(B) The SBC is provided in paper
form free of charge upon request; and

(C) If the electronic form is an Inter-
net posting, the issuer timely advises
the plan (or its sponsor) in paper form
or email that the documents are avail-
able on the Internet and provides the
Internet address.

(ii) An SBC provided by a group
health plan or health insurance issuer
to a participant or beneficiary may be
provided in paper form. Alternatively,
the SBC may be provided electroni-
cally (such as by email or an Internet
posting) if the requirements of this
paragraph (a)(4)(ii) are met.

(A) With respect to participants and
beneficiaries covered under the plan,
the SBC may be provided electroni-
cally if the requirements of 29 CFR
2520.104b-1 are met.

(B) With respect to participants and
beneficiaries who are eligible but not
enrolled for coverage, the SBC may be
provided electronically if—

(1) The format is readily accessible;

(2) The SBC is provided in paper form
free of charge upon request; and

(3) In a case in which the electronic
form is an Internet posting, the plan or
issuer timely notifies the individual in
paper form (such as a postcard) or
email that the documents are available
on the Internet, provides the Internet
address, and notifies the individual
that the documents are available in
paper form upon request.

(5) Language. A group health plan or
health insurance issuer must provide
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the SBC in a culturally and linguis-
tically appropriate manner. For pur-
poses of this paragraph (a)(5), a plan or
issuer is considered to provide the SBC
in a culturally and linguistically ap-
propriate manner if the thresholds and
standards of §54.9815-2719T(e) are met
as applied to the SBC.

(b) Notice of modification. If a group
health plan, or health insurance issuer
offering group health insurance cov-
erage, makes any material modifica-
tion (as defined under section 102 of
ERISA) in any of the terms of the plan
or coverage that would affect the con-
tent of the SBC, that is not reflected in
the most recently provided SBC, and
that occurs other than in connection
with a renewal or reissuance of cov-
erage, the plan or issuer must provide
notice of the modification to enrollees
not later than 60 days prior to the date
on which the modification will become
effective. The notice of modification
must be provided in a form that is con-
sistent with paragraph (a)(4) of this
section.

(c) Uniform glossary—(1) In general. A
group health plan, and a health insur-
ance issuer offering group health insur-
ance coverage, must make available to
participants and beneficiaries the uni-
form glossary described in paragraph
(c)(2) of this section in accordance with
the appearance and the form and man-
ner requirements of paragraphs (c)(3)
and (4) of this section.

(2) Health-coverage-related terms and
medical terms. The uniform glossary
must provide uniform definitions, spec-
ified by the Secretary in guidance, of
the following health-coverage-related
terms and medical terms:

(i) Allowed amount, appeal, balance
billing, co-insurance, complications of
pregnancy, co-payment, deductible, du-
rable medical equipment, emergency
medical condition, emergency medical
transportation, emergency room care,
emergency services, excluded services,
grievance, habilitation services, health
insurance, home health care, hospice
services, hospitalization, hospital out-
patient care, in-network co-insurance,
in-network co-payment, medically nec-
essary, network, non-preferred pro-
vider, out-of-network co-insurance,
out-of-network co-payment, out-of-
pocket limit, physician services, plan,
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preauthorization, preferred provider,
premium, prescription drug coverage,
prescription drugs, primary care physi-
cian, primary care provider, provider,
reconstructive surgery, rehabilitation
services, skilled nursing care, spe-
cialist, usual customary and reason-
able (UCR), and urgent care; and

(ii) Such other terms as the Sec-
retary determines are important to de-
fine so that individuals and employers
may compare and understand the
terms of coverage and medical benefits
(including any exceptions to those ben-
efits), as specified in guidance.

(38) Appearance. A group health plan,
and a health insurance issuer, must
provide the uniform glossary with the
appearance specified by the Secretary
in guidance to ensure the uniform glos-
sary is presented in a uniform format
and uses terminology understandable
by the average plan enrollee.

(4) Form and manner. A plan or issuer
must make the uniform glossary de-
scribed in this paragraph (c) available
upon request, in either paper or elec-
tronic form (as requested), within
seven business days after receipt of the
request.

(d) Preemption. State laws that re-
quire a health insurance issuer to pro-
vide an SBC that supplies less informa-
tion than required under paragraph (a)
of this section are preempted.

(e) Failure to provide. A group health
plan or health insurance issuer that
willfully fails to provide information
required under this section to a partici-
pant or beneficiary is subject to a fine
of not more than $1,000 for each such
failure. A failure with respect to each
participant or beneficiary constitutes a
separate offense for purposes of this
paragraph (e).

(f) Effective/Applicability date—(1) This
section is applicable to group health
plans and group health insurance
issuers in accordance with this para-
graph (f). (See §54.9815-1251T(d), pro-
viding that this section applies to
grandfathered health plans.)

(i) For disclosures with respect to
participants and beneficiaries who en-
roll or re-enroll through an open en-
rollment period (including re-enrollees
and late enrollees), this section applies
beginning on the first day of the first
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open enrollment period that begins on
or after September 23, 2012; and

(ii) For disclosures with respect to
participants and beneficiaries who en-
roll in coverage other than through an
open enrollment period (including indi-
viduals who are newly eligible for cov-
erage and special enrollees), this sec-
tion applies beginning on the first day
of the first plan year that begins on or
after September 23, 2012.

(2) For disclosures with respect to
plans, this section is applicable to
health insurance issuers beginning Sep-
tember 23, 2012.

[T.D. 9575, 77 FR 8697, Feb. 14, 2012]

EFFECTIVE DATE NOTE: By T.D. 9575, 77 FR
8697, Feb. 14, 2012, §54.9515-2715 was added, ef-
fective Apr. 16, 2012.

§54.9815-2719AT Patient
(temporary).

(a) Choice of health care professional—
(1) Designation of primary care provider—
(i) In general. If a group health plan, or
a health insurance issuer offering
group health insurance coverage, re-
quires or provides for designation by a
participant or beneficiary of a partici-
pating primary care provider, then the
plan or issuer must permit each partic-
ipant or beneficiary to designate any
participating primary care provider
who is available to accept the partici-
pant or beneficiary. In such a case, the
plan or issuer must comply with the
rules of paragraph (a)(4) of this section
by informing each participant of the
terms of the plan or health insurance
coverage regarding designation of a
primary care provider.

(ii) Example. The rules of this para-
graph (a)(1) are illustrated by the fol-
lowing example:

protections

Example. (i) Facts. A group health plan re-
quires individuals covered under the plan to
designate a primary care provider. The plan
permits each individual to designate any pri-
mary care provider participating in the
plan’s network who is available to accept the
individual as the individual’s primary care
provider. If an individual has not designated
a primary care provider, the plan designates
one until one has been designated by the in-
dividual. The plan provides a notice that sat-
isfies the requirements of paragraph (a)(4) of
this section regarding the ability to des-
ignate a primary care provider.
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(ii) Conclusion. In this Example, the plan
has satisfied the requirements of paragraph
(a) of this section.

(2) Designation of pediatrician as pri-
mary care provider—(i) In general. If a
group health plan, or a health insur-
ance issuer offering group health insur-
ance coverage, requires or provides for
the designation of a participating pri-
mary care provider for a child by a par-
ticipant or beneficiary, the plan or
issuer must permit the participant or
beneficiary to designate a physician
(allopathic or osteopathic) who special-
izes in pediatrics as the child’s primary
care provider if the provider partici-
pates in the network of the plan or
issuer and is available to accept the
child. In such a case, the plan or issuer
must comply with the rules of para-
graph (a)(4) of this section by inform-
ing each participant of the terms of the
plan or health insurance coverage re-
garding designation of a pediatrician as
the child’s primary care provider.

(ii) Construction. Nothing in para-
graph (a)(2)(i) of this section is to be
construed to waive any exclusions of
coverage under the terms and condi-
tions of the plan or health insurance
coverage with respect to coverage of
pediatric care.

(iii) Examples. The rules of this para-
graph (a)(2) are illustrated by the fol-
lowing examples:

Example 1. (i) Facts. A group health plan’s
HMO designates for each participant a physi-
cian who specializes in internal medicine to
serve as the primary care provider for the
participant and any beneficiaries. Partici-
pant A requests that Pediatrician B be des-
ignated as the primary care provider for A’s
child. B is a participating provider in the
HMO’s network.

(ii) Conclusion. In this Erample 1, the HMO
must permit A’s designation of B as the pri-
mary care provider for A’s child in order to
comply with the requirements of this para-
graph (a)(2).

Example 2. (i) Facts. Same facts as Example
1, except that A takes A’s child to B for
treatment of the child’s severe shellfish al-
lergies. B wishes to refer A’s child to an al-
lergist for treatment. The HMO, however,
does not provide coverage for treatment of
food allergies, nor does it have an allergist
participating in its network, and it therefore
refuses to authorize the referral.

(ii) Conclusion. In this Example 2, the HMO
has not violated the requirements of this
paragraph (a)(2) because the exclusion of
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